Accidental death is the largest single cause of death to children aged under 15, and in the UK over 800 children are killed in accidents every year. Some of these cases are thoroughly investigated and considerable information on them is available for analysis, for example, road accidents (from police records). Other sources of data lack uniformity and detail and are not up to date, for example, the Home Accident Deaths' Database.
The only comprehensive source of detailed information on death from all accidental causes is that held in the coroners' records. As has been shown elsewhere, these records contain both basic demographic data (age/sex, etc) and detailed pathological information. 1 An in depth study of these records was undertaken.
Immediate objectives were to provide a detailed description of the children involved in fatal accidents and to ascertain which childhood deaths might have been prevented and by what means. This report also suggests how coroners could contribute more widely to child safety.
Methods
Records from a convenience sample (a presumably unbiased but non-random sample) of four coroners with jurisdictions of different sizes and demographic characteristics were included in the study. The four jurisdictions were Inner North London, Birmingham All cases were examined to see whether there were possible measures that might have contributed towards preventing the accident. There were 38 cases where it was considered that no such measures would have been useful. This included a child struck by lightning, three older children who were strangled in accidents that were considered by the coroners to be prank 5  4  9  12  11  23  6  0  6  2  1  3  25 16  41  Fall  0  2  2  8  4  12   2   3  5  2  1  3  12 10  22  Drowning  0  0  0  4  3  7  5  0  5  1  1  2  10 4  14  Cutting/piercing  0  0  0  0  1  1  1  0  1  0  1  1  1  2  3  Hit by objectt  0  0  0  1  1  2  1  1  2  2  0  2  4 2  6  Pedestrian  0  0  0  16  7  23  20  14  34  19  5  24  55 There was considerable information in the records that did allow suggestions for prevention to be made. Coroners could make this information available at a local level where it could inform local accident prevention groups and community health stategies. It could contribute to a national database on accidental death.
It is inappropriate under the coroners' rules for an inquest to apportion blame.6 However, inquests are open to the press who may report on the proceedings, allowing the coroner to make considered public comments that could have an important influence on promoting safety.
Coroners are able to contribute to child safety by opening their records. This should include community paediatricians and other safety workers as well as academic researchers.
